Abstract. Childhood anxiety disorders are a salient concern because they are associated with deviant conduct, substance abuse, and depression later in life. This meta-analysis focuses on the efficacy of psychosocial interventions in preventing anxiety disorders in children. A search of several databases covering 1985-2007 identified 19 peer-reviewed studies. Most of the studies were judged with "Low Risk of Bias". Results showed CBT to be the most effective psychosocial intervention (95% CI, 0.19 a 0.43), particularly when implemented at a selective prevention level (95% CI, 0.20 a 0.97). The protective factors to improve the most were positive future outlook (95% CI, 0.87 to 1.51) and self-esteem (95% CI, 0.87 a 1.51). Suggestions for further research and implications for practice are offered. Keywords: meta-analysis, anxiety, childhood, prevention, psychosocial interventions.
Introduction
A growing number of school-aged children experience or are at risk for myriad of psychological and behavioral problems that interfere with their interpersonal relationships, school performance, and potential for becoming productive citizens (Garland et al., 2001; National Institute of Mental Health, 1999; World Health Organization, 2004) . Anxiety disorders are among the most prevalent psychiatric disorders in children and adolescents, with up to 25% of children experiencing clinical anxiety at some point (Boyd, Kostanski, Gullone, Ollendick, & Shek, 2000; Essau, Conradt, & Petermann, 2000; Neil & Christensen, 2009; Tomb & Hunter, 2004) . This issue is compound by the fact that many children with anxiety disorders do not received the treatment they require (Kessler et al, 2005) . Untreated anxiety can compromise social, emotional and academic functioning (Donovan & Spence, 2000) , resulting from poor social and coping skills, low self-esteem, social isolation and academic underachievement (Mc Loone et al., 2006; Rapee et al., 2005) . These factors could limit vocational opportunities and contribute toward the development of deviant conduct, substance abuse, and depression later in life (Burke, Burke, & Rae, 1994; Caraveo-Anduaga & Comenares-Bermúdez, 2002; Kashani & Orvaschel, 1990; World Health Organization, 2004) , hence, early prevention and intervention in schools are critical.
Experiencing some anxiety is part of the normal development of the human being, however, anxiety responses become problematic when they persistently occur in response to an unreasonable perception of threat, and at an intensity that is disproportionate to the objective threat (Essau & Peterman, 2001) . In this way, anxiety ceases to be adaptive, resulting in func-tional impairment and interfering with aspects of everyday life. According to the tripartite model, anxiety disorders share three major factors: cognitive ideation, physiological features, and behavioral responses (Ollendick, Shortt, & Sander, 2005) . The development and maintenance of anxiety disorders is characterized by the interaction between the personal characteristics of the child, such as genetic vulnerability, behavioral inhibition, and cognitive process, and interpersonal factors such as attachment to caregivers and learning processes that occur in the family. Anxious children tend to overestimate the threat and underestimate their coping ability and frequently come from families in which parents are restrictive and overprotective (Barrett, Dadds, & Rapee, 1996) , which prevents the development of coping behaviors (Kendall & Suveg, 2006; Ollendick, Shortt, & Sander, 2005) .
Research on risk and protective factors indicate that the presence of behavioral inhibition, attentional and interpretation bias, parental psychopathology, parenting practices that reinforce anxious and avoidant behaviors, insecure attachment, living in a socioeconomically disadvantaged community, and negative life events are major risk factors for the development of an anxiety disorders (Barrett & Turner, 2004; Curtis et al., 2000; Donovan & Spence, 2000; Kessler, 1982) . On the other hand, protective factors such as social support, secure attachment to a parent or caregiver, good self-esteem and self-concept, positive future outlook, locus of control, emotional regulation, and positive and proactive coping skills have shown to enhanced the emotional resilience of the child at risk and prevent the onset of an anxiety disorder (Barrett & Turner, 2004; Bernstein, Borchardt, & Perwien, 1996; Donovan & Spence, 2000; Masten, 2001) . Anxiety disorders are often associated with other types of disorders that are frequently present in schools: depression, learning disabilities (LD), ADHD, oppositional defiant disorder, and conduct disorders (Craske, 1999; Noel, Hoy, King, Moreland, & Jagota, 1992) .
Psychosocial interventions have been conducted as preventive strategies in schools under the rationale that reducing anxiety symptoms may be an effective way to prevent problems that many people experience later in life (Dozois & Westra, 2004) . Three levels of prevention have been identified: universal, selective and indicated (Gordon 1987; Barrett & Farrell, 2007) . Universal prevention involves the treatment of an entire population of individuals, regardless of differences in diagnostic status or risk. The goal is to reduce risk factors for anxiety through targeting symptoms and building social and emotional resilience, thereby reducing both the incidence and prevalence of anxiety disorders. By comparison, selective prevention focuses on a subset of the population who, whilst not yet displaying symptoms of a diagnosable disorder, have existing identifiable risk factors for anxiety (e.g. experiencing a negative life event, parental psychopathology). Lastly, indicated prevention is targeted at individuals already experiencing clear signs or symptoms of anxiety, who are therefore at greatest risk of developing a diagnosable disorder.
Studies focusing on the prevention of anxiety disorders with primary-school children have explored the effects of behavioral (e.g., relaxation), social skills training (SST), Eye Movement Desensitization and Reprocessing (EDRM), and cognitive-behavioral (CBT) interventions.
Behavioral interventions such as relaxation training help children to manage stress and reduce anxiety. This type of intervention teaches children to increase the discrimination of arousal cues (e.g., increased heart rate) and to decrease the faulty misinterpretations through abdominal breathing and mental imagery (Ragan & Hiebert, 1987) . EDRM is a brief psychotherapy that incorporates elements of cognitive-behavioral and psychodynamic treatments (Shapiro, 1995) . In EDRM is required a paced exposure treatment were participants are asked to identify a distressing memory and related imagery and sensations, this, followed by a set of eye movements. CBT interventions teaches children to recognize anxious behaviors and physiological reactions, clarify maladaptive cognition and negative self-talk, develop a coping plan, and evaluate themselves in terms of partial success (Kendall, 2006) . The SST intervention teaches children how to build friendships, body language interpretation, how to be assertive, and how to deal with bullying.
Although there have been reviews of empirical literatures on the prevention of childhood anxiety (e.g., Bernstein, Borchardt, & Perwien, 1996; Feldner, Zvolensky & Schimdt, 2004 ) no meta-analysis exist related to this issue. The purpose of this meta-analysis was to evaluate the efficacy of psychosocial interventions in reducing anxiety disorders in childhood (ages 6-12).
Method
To determine the relative efficacy of psychosocial interventions in reducing anxiety disorders in childhood, a meta-analysis was conducted. Studies included in this meta-analysis were selected according to the following set of criteria: (a) the focus was primarily on the psychosocial interventions in school settings with outcomes for anxiety (b) a controlled research design was used (i.e., randomized controlled trials or quasiexperimental design); (c) the primary sample was composed of children in elementary school grades between ages 6 and 12 (studies that included adolescent samples were also included if results were analyzed and reported separately for children and adolescents or the mean age of the sample was less than 13); (d) studies were published in English-language peer-reviewed journals.
The first resource for this meta-analysis was the synthesis conducted by Compton, Burns, Egger, and Robertson (2002) , which focused on treatments of childhood anxiety and depression. The Compton et al. (2002) synthesis was used to identify keywords for the computer search and components for the analysis of the studies.
The Psychological Information Abstracts (PsychInfo), Educational Resource Information Center (ERIC), and MEDLINE online databases were systematically scanned for studies from 1985 and 2007 that met the inclusion criteria described above.
For the computer search, the following terms were used: anxiety disorder, anxiety, separation anxiety, anxiety neurosis, generalized anxiety disorder, Obsessive-Compulsive Disorder (OCD), panic disorder, phobias, Post-Traumatic Stress Disorder (PTSD) , social anxiety, school refusal, and elective mutism.
Analysis Procedures
Effect sizes were used to compare the efficacy of different types of psychosocial interventions across studies. Standardized effect size estimates were calculated using Cohen's d and computed as , where M T is the mean of the treatment group, M C is the mean of the comparison group, and SD is the pooled within groups standard deviation (Cohen, 1992 When the subsample sizes of the treatment and control groups were not provided but the total subsample size was provided, then half of the total subsample was used as the sample sizes for the treatment and control groups (e.g. Lock and Barrett, 2003) . When lower scores on a measure indicated a positive outcome, then the sign of the resulting d was corrected to reflect this.
When means and standard deviations were not reported, other data were entered to compute effect sizes (e.g., proportion of participants whose diagnosis changed). For outcome data presented as changes in rate of diagnosis through χ2, the following equation (2) was used (Lipsey & Wilson, 2000) : When the χ 2 was not provided but percentages of change and samples sizes were available then χ 2 was calculated by hand. A χ 2 was calculated using following equation (3): Where is the observed frequency in cell i and is the expected frequency in cell i. The studies by Stein, Jaycox, Kataoka, Wong, Tu, and Elliot (2005) and Misfud and Rapee (2005) did not provide enough data to calculate and verify effect sizes. For these studies, effect sizes reported by authors were used. Finally, estimated average of effect sizes, d -, which represents the weighted average of relevant effect sizes, were calculated for different categories of information, with a confidence interval of 95%. The effect size was weighted by the inverse of the variance using the following equation:
where To determine the confidence intervals the following equation was used: where and z (=1.96) is the critical value from the normal distribution such that the area between -z and z is equal to 95%. The following equation was used:
Additionally, we tested the homogeneity between studies using a Ji-squared distribution with k-1 degrees of freedom where k is the number of the sizes of the effect. A large value for Q indicates that there is significant heterogeneity between the studies. To incorporate and evaluate Q and other sources of heterogeneity the random effects model of DerSimonian and Laird was used (DerSimonian & Laird, 1986) .
Results
The results from this search yielded 3,417 abstracts; title and abstracts for this initial pool were then examined to determine the appropriateness for inclusion. Studies conducted in clinical settings and studies focusing on test anxiety rather than anxiety as a psychological disorder were excluded. Studies that met the criteria but did not provide enough information to compute effect sizes were also excluded. Two of these studies (Dadds et al., 1999; Dadds, Spence, Holland, Barrett, & Laurens, 1997) were also integrated in the Compton et al. (2002) synthesis. Studies that included both primary and secondary students were included if results were disaggregated by age and effect sizes could be computed for students in primary school.
Characteristics of Studies
There were included and analyzed a total of 19 randomized controlled trial studies with 4,198 participants (6-14 years). The main characteristics of included studies are reported in Table 1 . Studies were published from 1987 to 2006 and most of them were carried out in United States. Most of the studies were conducted as Indicated prevention (8), seven Universal and the rest Selective.
Assessment of Bias
To assess the risk of bias, we used the indicators of the Cochrane Collaboration Manual (Higgins & Altman, 2008) , as table 2 shows. Most of the studies were judged as having Low Risk (L) of bias, which means that the published reports include all expected outcomes, including those that were pre-specified. Eight studies were categorized as having Unclear Risk (U) as they did not report all the prespecified outcomes. Finally only a few of them were classified as having High Risk (H) of bias due to "other potential treats" such as an extreme baseline imbalance. Dadds et al. (1997) Indicated. CBT. Psychologists 10 w 128 children 7-14 years 61 67 ADIS-P RCMAS CBCL CRC 3. Dadds et al. (1999) Indicated. CBT. Psychologists 12 & 24 months follow-up 10 w 128 children 7-14 years 61 67 ADIS-P CRC 4. Lowry-Webster, Barrett & Dadds (2001) Universal. CBT. Teachers 10 w 594 children 10-13 years 432 162 SCAS CDI RCMAS 5. Barrett & Turner (2001) Universal. CBT. Teachers and Psychologists 10 w 489 children 10-12 years 405 84 SCAS RCMAS CDI 6. Lowry-Webster, Barrett & Dadds (2003) Universal. CBT. Teachers 12-months follow-up 10 w 594 children 10-13 years 432 162 SCAS RCMAS CDI ADIS-C 7. Fox & Boulton (2003) Selected. SST. Teachers/ trainers 8 w 28 children 9-10 years 15 13 SPCC-GSW SPCC-SPSA RCMAI 8. Barrett, Sonderegger & Xenos (2003) Selected. CBT. Bilingual mental health professionals 10 w 131 children 6-13 years 87 44 RCMAS TSCL SEI KHS 9. Universal. CBT. Psychologists 10 w 336 children 9-10 years 168 168 SCAS RCMAS CSCY ADIS-C 10. DeCupyer et al. (2004) Indicated. CBT. CBT therapists. 16 w 20 children 9-10 years 9 11 CDI SPPC STAIC-T CBCL-P 11. DeRosier (2004) Selected. SST. School counselors. 8 w 381 children 7-11 years 187 194 Self-Efficacy Scale SASC SPPC-GSW 12. DeRosier & Marcus (2005) Selected. CBT. School counselors. 12-month follow-up 8 w 274 children 7-11 years 134 140 Self-Efficacy Scale SASC-With new peers SASC-General SPPC-GSW 13. Ghaderi, Martensson & Schwan (2005) Universal. CBT. Teachers 9 w 153 children 11 years 95 58 MASC BSCI 14. Stein et al. (2005) Indicated. CBT. School-based mental health clinicians 10 w 126 children 10-11 years 61 65 CPSS 15. Misfud & Rapee (2005) Indicated. CBT. School-based mental health clinicians 8 w 91 children 9-10 years 50 41 SCAS CATS-Anxiety CATS-Personal Failure CATS-Hostile Intent TRFInternalizing SCAS-P 16. Berstein et al. (2005) Indicated. CBT. 9 w 61 children 7-11 years 37 24 ADIS-C/P MASC-P SCARED-P CGI-P 17. Barrett et al. (2006) Universal. CBT. Psychologists 24 months follow-up 10 w 334 children 9-10 years 167 167 SCAS RCMAS 18. Chemtob, Nakashima & Carlson (2002) Note: The first value in k is the number of samples in outcome measures at posttest, and the second value at follow-up; (*)= p<.05; (-) = not applicable, it was not measured. prevention program showed a large effect size at posttest (95% CI, 0.29 to 0.39). For Indicated prevention programs only those interventions that used CBT reported a small to large effect size at posttest (95% CI, -0.57 to -0.10) and at follow-up (95% CI, -0.66 to -0.16).
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Anxiety Outcome Measures by Prevention Level and Time Point
Analyses were also conducted to see the impact of the interventions on the outcome measure of anxiety, taking into account the time of testing and the level of prevention (See table 4). For interventions implemented at the Universal prevention level the effect sizes were from small to medium at posttest (95% CI, 0.14 to 0.41) and analyses showed that the intervention group got worse at 2-year follow-up (95% CI,-0.56 to -0.25). A large effect size was found at the Selective prevention level at 4-months follow-up (95% CI, 0.03 to 1.65) and a small to large effect size at 12-months follow-up (95% CI, 0.19 to 0.53). For the Indicated prevention level the intervention group showed improvements at 4-months follow-up but got worse at 6 and 24 months follow-up (95% CI, -0.51 to -0.17; 95% CI, -0.55 to -0.07; respectively).
In the same way, analyses were conducted for the protective factors outcome measures that were included in the studies: self-concept, self-esteem, positive future outlook, and coping skills (See table 5). Selfconcept presented a medium effect size (95% CI, 0.12 to 0.33), a medium to large effect sizes was reported for self-esteem (95% CI, 0.31 to 0.91) and a large effect size for positive future outlook (95% CI, 0.87 to1.51).
For those interventions conducted as Universal prevention, the effect sizes were larger when the interventions were implemented by psychologists (.28, 95% CI, 0.13 to 0.43) versus teachers (.19, 95% CI, 0.02 to 0.37). In addition, analyses were conducted to explore differences in the effect of preventing and reducing anxiety symptoms in different types of children at risk. Results showed significantly large effect sizes for immigrants from NESB and children with sub-threshold depression (See table 6).
Discussion
Anxiety disorders, the most prevalent form of psychopathology, have been identified as prominent matter as early anxiety problems are associated with (-0.24, 0.57) deviant conduct, substance abuse, and depression (Burke, Burke, & Rae, 1994; World Health Organization, 2001 ). The aim of this meta-analysis was to determine the effectiveness of psychosocial interventions in preventing anxiety disorders among school-aged children. Nineteen peer-reviewed studies were included all of which provided sufficient data to calculate effect sizes. The analysis of the effect sizes indicates evidence for the effectiveness of CBT interventions to prevent anxiety disorders. Specially, CBT interventions are long-term effective at a selective level, for those children at risk for developing an anxiety disorder. Even though universal and indicated programs reported positive gains at posttest, at follow-up gains were not maintained and some of the intervention groups got worse. It could be that for universal intervention, a smaller facilitator: student ratio is needed for program implementation along with more booster sessions and family involvement. At the indicated prevention level, children who are already showing anxiety features might need more interventions later in time or multi-component interventions to strengthen the skills learnt. It could be that so far the indicated interventions have addressed the "developmental appropriateness" for the individual's age and maturity, but not for their stage of anxiety (Bond & Hauf, 2004) , therefore not providing the required dosage and specific content to produce visible changes in children who already show features or the actual disorder. Further thought should be given to the idea that it might be better to start early on either very intensive intervention in smaller groups or to provide these children with oneto-one counseling in school with these children. For universal and indicated prevention, further research should explore the differential efficacy of CBT with different dosages, group formats and follow-ups.
The underlying reason for implementing a prevention program lies in the idea that prevention programs not only help to reduce the occurrence of future problems but promotes protective factors or competencies that will help any individual regardless of their risk status (Sandler, 2001) . Results from this study showed larger effect sizes for positive future outlook, followed by self-esteem, and self-concept. These are promising news as it is known that optimism makes a big difference in the life of a person in the same way as good self-esteem. No significant improvements were found on children's coping skills. It could be that coping styles are more difficult to change because they are learnt behaviors that become automatic with time.
Groups of children at risk such as immigrants from NESB and sub-threshold depression are more likely to benefit from selective interventions than those whose problems are related to social interactions. It could be that children, who already feel intimidated because of the bullies, do not feel comfortable sharing their personal experiences with the group. Also, having a group comprised of only victims of bullying might fail to provide exposure to positive roles models from typically developing peers. If the purpose is to prevent anxiety disorders, the content of the interventions should target directly the risk (e.g. behavioral inhibition) and the protective factors (e.g. positive self-esteem) related to anxiety disorders (Barrett & Turner, 2004) .
Limitations
The main limitation of this meta-analysis is the number of studies analyzed. The number of studies was a problem not only because the area of prevention of anxiety disorders in childhood is relatively new, but also because a considerable amount of studies that exist were unusable. A primary problem was the lack of information to complete effect sizes: means and standard deviations, or test statistic values for intervention and control groups, and the unavailability of disaggregated data for samples that were comprised by primary and high school students (Barrett, Sonderegger, & Sonderegger, 2001; Roome & Romney, 1985) . And, even when studies were analyzed, some studies did not disaggregate data for children at risk and diagnosis-free children. For these studies only a single effect size could be calculated. In order to thoroughly understand how prevention programs work, the availability of disaggregated data is crucial.
Also, because most of the study samples just included children from 4 th grade and above, the results of this meta-analysis should be interpreted with caution as they do not represent the primary school level as a whole. There were only three studies including 1 st and 2 nd grade students. In the same way, caution should be made as the efficacy of these interventions was mostly based on children's self-report subjective interpretation of anxiety. Only one study (i.e., Lowry-Wesbter, included a clinician's measure.
Further Research
Despite the prevalence and significant impairment associated with anxiety disorders, prevention research continues to lag far behind from that on childhood aggression, substance abuse, and academic failure. Fortunately, this trend appears to be changing as the number of studies noticeably increased since 2003. It is possible that anxious children may be more difficult to identify than children with aggressive patterns and drug dependency, or than struggling readers (Compton, Burns, Egger, & Roberston, 2002) .
Results suggest several opportunities for further research. More CBT long term studies are needed before strong conclusions are made. In order to understand how prevention works, anxiety should be assessed through a multi-method and multi-informant approach (Bernstein, Borchardt, & Perwien, 1996; Fonseca & Perrin, 2001) . Further studies should try to include clinicians', teachers' and parents' measures and include more protective factors measures that go beyond the assessment of anxiety symptoms such as problem-solving skills and perceived social support. Including a larger sample size is important, especially because attempts to contact study participants again for follow-up are likely to be difficult. Further research should secure permission from participants for followup and use random assignment and uninformed interviewers to increase the quality of the studies.
In the same way, future studies should include explicit information of the active ingredients that make the intervention successful (Bond & Hauf, 2004; Compton, Burns, Egger, & Roberston, 2002) . Further studies should specify how their intervention works and how does it fit into the theoretical model underlying anxiety disorders. Detailed information about the implementation and evaluation of the program is also needed to decrease the risk of bias and assess the feasibility of transporting universal interventions to other contexts or perhaps to remote areas where psychological services are likely to be absent or sparse (Bond & Hauf, 2004; Lowry-Webster, Barrett, & Dadds, 2001) . Likewise, as culture has shown to shape the ways in which anxiety is manifest, further studies should reported data on the ethnicity and race of participants. Only three studies in this synthesis provided this type of information.
At a selective level of prevention, it is important to explore how other groups that might be at risk for anxiety could benefit from CBT interventions. For example, children with obesity and children with learning disabilities (LD), an increasingly prevalent group that has shown to be at risk due to their social and emotional difficulties, and low self-concept (Gallegos, Langley & Villegas, in press; Margalit & Zak, 1984; Sharma, 2004; Svetaz, Ireland, & Blum, 2000) . Likewise, as CBT has found to be a successful intervention for immigrants, it will be interesting to explore its effectiveness with Mexican and Mexican-American children in the United States. A common problem of Mexican immigrants in the U.S. is that their language problems and sense of loosing their cultural identity produces significant distress and high levels of anxiety (Valenzuela, 1998) . It will also be interesting to explore children's optimal age for receiving a prevention program and the predictors of treatment outcome (e.g. treatment fidelity and gender).
Implications for Practice
Even with the limitations described above, several implications can be drawn.
Anxiety disorders, the most prevalent lifetime disorders, create enormous short-term and long-term costs for education systems, with negative impacts manifested throughout society. As a core potential benefit of preventing and reducing the incidence of anxiety disorders within a community is decreasing the risk of a myriad of societal problems such as substance abuse and depression, which is expected to become the second-ranked caused of disease burden in 2020 (World Health Organization, 2004) .
Substance and drug abuse have been a massive and pervasive problem in schools. For example, statistics from the U.S. showed that by the time students complete high school, 70% have smoked cigarettes, 81% have drank alcohol, 47% have used marijuana, and 24% have used some other illicit drug (The National Center on Addiction and Substance Abuse at Columbia University, 2001). Delaying prevention of these problems will burden schools and societies to absorb the costs and destructive implications: class disruption and violence, increase in special education and counseling programs, teacher turnover, truancy, children left behind, property damage and injury among others. Therefore, prevention of the substance abuse than can begin with childhood psychopathology is certainly important to address.
As late childhood is a critical time for the development of an anxiety disorder (Kessler et al., 2005) , providing prevention programs during school time will help by (1) increasing the attrition rate of students benefiting from a psychotherapy (Lowry-Webster, Barrett, & Dadds, 2001 ), (2) avoiding stereotype due to labeling, particularly when provided to the whole classroom (Smart, 2001) , (3) increasing the awareness of psychopathology among teachers, thus providing early screening and referral to students that need further help (Dadds, Spence, Holland, Barrett, & Laurens, 1997; Dozois & Dobson, 2004) , (4) promoting students competence through positive coping skills and prevent unhealthy behaviors is their formative years of personality development, and (5) providing positive role models from peers and teachers (Lowry-Webster, . Likewise, effective prevention programs could lead to indirect outcomes such as helping students reduce their negative self-perception (Bryan, Burstein, & Ergul, 2004) , enhancing their coping skills, and establishing strong relationships within the community (Lowry-Webster, .
Because anxiety disorders have been associated with conditions highly prevalent in schools such as learning disabilities, and externalizing disorders such as: ADHD, oppositional defiant disorder, and conduct disorders, schools can explore the benefit from prevention programs to reduce the severity of a student experiencing these type of problems (Noel, Hoy, King, Moreland, & Jagota, 1992; Ollendick, Shortt, & Sander, 2005) . When selecting a prevention program, schools should pay careful attention to the particular characteristics of the group at risk and evaluate how the intervention does addresses the risk and protective factors for anxiety disorders.
Particularly for children with LD, providing a psychosocial intervention to prevent anxiety disorders could aid in their academic improvement, as research has shown a strong connection between these two (Martinez & Semrud-Clikerman, 2004) . It is evident that children with LD need to improve their self-concept and learn coping strategies to manage their anxiety and helpfulness (Margalit & Raviv, 1984) , and CBT interventions appear to be a potential option for the delivery of these skills. Although CBT has not been implemented for anxiety prevention in children with LD, it has shown its effectiveness by reducing test anxiety and increasing the academic self-esteem of high school and college students with LD (Walchelka & Katz, 1999) .
Besides implementing a psychosocial intervention to prevent anxiety disorders in children, there are other things that schools could do to reduce the risk of developing an anxiety disorder. First, educating the community (i.e. parents and teachers) about risk and protective factors for anxiety and its course of development. Research has shown for students with LD, parents and school connectedness are the major protective factors for the development of a psychological problem (Svetaz, Ireland, & Blum, 2000) . For example, educating parents about the importance of establishing secure parent-child attachment and positive relationships in the first two years of life could reduce the child's risk for developing an anxiety disorder (Al-Yagon & Mikulincer, 2004; Weiner, 2004) . Also, educating parents about child-management and coping skills has shown to be fundamental (Barrett, Dadds, & Rapee, 1996) . Including some of the work form Mental Health for teacher training is crucial.
The findings of this meta-analysis point to the potential of CBT anxiety prevention programs when provided during primary school years, especially for those children at risk. This is not to suggest that children receiving these programs would not experience anxiety symptoms during stressful times, or that further intervention will not be needed. Prevention programs work by enhancing the children's emotional resilience, and as a consequence, children could cope better with stressful situations and learn to manage their anxiety. At all levels of prevention, programs should adopt a "ecological systems perspective" by seeking to combine efforts through multiple systems (e.g. family networks, community organizations, diverse personnel from school, etc.) within the community (Bond & Hauf, 2004) .
